has much greater difficulty than the doctor in achieving detachment: there is something unsettling to be told that doctors do not know the best treatment for your condition and that your treatment will be determined by tossing a coin. Moreover, when the two available treatments are quite different the patient can hardly be blamed, especially as a member of a technologically orientated community, if he chooses the procedure that appears more medically advanced.
The clinical trial is a powerful tool for uncovering therapeutic truth, and it can continue to be used provided that the subtlety of prior randomisation of the eligible sample and the reality of equality of follow up for those excluded are recognised. In addition, the numbers in the excluded group must not become so large as to deplete the test samples both quantitatively and qualitatively to numbers below which either valid statistical conclusions can be drawn or the results generalised back to the population. Should this happen, which may be the case most often when surgical and medical treatments are compared, then it will be back to the drawing board to seek other forms of validation that will satisfy our intellectual and emotional drive to get at the truth. ' Many midwives feel that their special training for looking after normal pregnant mothers is being frustrated by the current system,"A reducing them at times to mere chaperone-receptionists.I Responding to this sentiment, the report is a discussion document which proposes a plan for midwife centred maternity care.
The objectives of these proposals are improved continuity of care, a more personalised service for pregnant mothers, and better job satisfaction for midwives. If implemented such new proposals would lead to substantial changes in the maternity services. Pregnant women would refer themselves initially to a midwife for the diagnosis of pregnancy and then be referred to a doctor. Normal pregnant women would have antenatal care, antenatal preparation, intrapartum care, delivery, and postpartum care from midwives alone. In addition, midwives would care for the newborn baby and offer family planning advice, with beds in the hospital delivery and postnatal areas and they would decide when to discharge mother and baby back to the community. Midwives would work in teams which would be based on either the hospital or the community. Each team would have a leader with an advanced diploma in midwifery, would have a stipulated case load, and would negotiate for its own finance and manpower. To meet all these demands midwife training would be extended to three years.
The objectives underlying the Royal College of Midwives' report are good and the proposals must be considered seriously. Nevertheless, several important questions have not been addressed-in particular, how would relationships between midwives and other professional groups develop? The present maternity care system is based on a partnership among general practitioners (with their detailed knowledge of the woman's history), obstetricians, anaesthetists, paediatricians, midwives, physiotherapists, and other members of the obstetric team. Once the puerperium is over the mothers and babies return to the community, where they are under the care of general practitioners and health visitors. Continuity of care cannot be defined within the terms of a single professional group and only midwives were on the report's working party. The major obstacle to continuity of care is the 37-5 hours working week for midwives, which means a minimum of five midwives to cover the 168 hours of one working week. Under the proposed system if the mother is to see a familiar face when she is in labour she will have to get to know five midwives-not a great improvement on the present situation-or midwives will have to adopt flexible working hours, and many of them have family responsibilities of their own. We need some indication of how continuity of care will be achieved in practice as well as what the legal implications for midwives undertaking total maternity care will be in an increasingly litigious society.
As a provisional discussion document the report by the Royal College of Midwives is valuable. Deficiencies in the present maternity service, especially continuity of care, are undeniable and we need new developments that will fully use the midwife's skills. The increasing use of midwife run antenatal clinics,6 of domino deliveries (domiciliary antenatal and postnatal care with the minimum of time spent in hospital), and of midwife supervised normal deliveries are welcome steps in the right direction. Obstetricians will, however, need to be reassured that there will be no return to the days of "fire brigade" obstetrics, when they were called to preventable emergencies in unfamiliar patients. The United Kingdom has developed a team approach to maternity care and it is crucial that the full role of the midwife is both recognised and developed within such a framework.
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